Background: Borderline Personality Disorder (BPD) is a serious health issue associated with a high burden for the individual and society. Among the "Big Four" of evidence-based treatments for patients with BPD are two psychodynamic therapies that have evolved from classic psychoanalytic treatment with a change of setting and change of focus: Transference-Focused Psychotherapy (TFP) and Mentalization-Based Treatment (MBT). Aims: This overview provides a comparison of the two treatments in terms of stance, clinical concepts, costs and key interventions. Furthermore, the current literature on the efficacy of both treatments is reviewed. Results: While TFP focuses on the content of disintegrated representations of self and other, MBT focuses on the processing of mental states. Both treatments diverge in their clinical concepts and interventions for the treatment of BPD. Conclusion: Although both treatments are regarded as effective in treating BPD, no direct comparison of both treatments has been made so far. Future studies are needed to investigate mechanisms of change and derive recommendations for a differential indication.
The Cochrane review (Stoffers et al., 2012) on psychological therapies for Borderline Personality Disorder (BPD) lists several approaches as 'probably effective' in treating BPD. Four psychological treatments are described as evidence-based, the "Big Four". Among those two psychodynamic treatments are listed: Mentalization-Based Therapy (MBT) and Transference-Focused Psychotherapy (TFP). Both represent the trend in psychodynamic therapies to develop disorder-specific treatments that can be tested for efficacy in contrast to a classic, more transdiagnostic approach. Furthermore, psychodynamic therapies have been developed that deviate from the classic Freudian conceptualizations of addressing unconscious conflict to improving personality functioning instead. In this paper, we will outline these current developments of psychodynamic treatments among the "Big Four" for BPD as the most prevalent disorder in clinical settings (Torgersen, 2005) , due to a lack of trials for other psychodynamic approaches (e.g. Dynamic Deconstructive Psychotherapy or Psychoanalytic Interactional Method). First, we will summarize the common ground of psychodynamic therapies and, secondly, describe the clinical and change theory as well as therapeutic stance and key interventions of the two treatments. In a third step, TFP and MBT will be compared and contrasted with regard to their similarities and differences. The paper concludes with a summary of the current research findings on the efficacy of MBT and TFP for BPD and points out future directions for clinical research of these two approaches. Differences in efficacy to classic psychodynamic treatment will be discussed.
allel to the development of psychodynamic psychotherapy, clinical theories were broadened from seeing symptoms not only as a manifestation of unconscious conflicts but also as impairments in personality functioning and disturbed relationships (OPD-2, OPD Taskforce, 2008) . Following the demands of evidence-based medicine, disorder-specific treatment manuals were established, e.g. for the treatment of panic disorders (Milrod et al., 2007) and depression (Lemma, Target, & Fonagy, 2011) . The core ideas of psychodynamic therapies remained the following (Shedler, 2010 ):
1. Focus on emotions and affect 2. Exploration of aspects that patients tend to avoid (e.g. painful and threatening aspects of experience), which is called defense or resistance in psychoanalytic terms 3. Identification of recurrent topics or themes with regard to self, other, relationships, etc. 4. Discussion of past experiences that help to contextualize current experiences 5. Focus on relationships, especially the therapeutic relationship 6. Exploration of dreams, phantasies and wishes All of these aspects can also be found in MBT and TFP; however, there is a shift of focus in the treatment of BPD to emphasize the "here-and-now" instead of discussing past events. Both treatments work very explicitly with the current therapeutic relationship and the exploration of dreams, phantasies and wishes is not central for the therapeutic process, at least at the beginning of treatment. Furthermore, psychodynamic therapies follow the goal to change distorted representations of self, other or relationships in a quite comparable way to Cognitive-Behavioral Therapy (CBT). These can be distinguished at the level of intervention: while CBT aims to change patients' dysfunctional beliefs at a micro level, psychodynamic therapies reach out to change personality aspects e.g. with regard to depression at a macro level (Luyten, Blatt, & Fonagy, 2013) . Both aim to change the content of representations. However, because a large number of patients do not correspond to a treatment approach focusing on the content of representations, recently in both therapeutic schools, new therapies have been developed that shift from addressing content to the processing of mental states itself (e.g. how we think and interpret instead of what we think). In this paper, we will regard TFP as a primarily content-focused treatment, whereas MBT focuses more on the processing of mental states, which can be regarded in line with the third wave therapies in CBT. Before comparing these two specific treatment approaches-TFP and MBT-, we will summarize the core symptoms and burden of BPD.
A Content-Focused Psychodynamic TreatmentTransference Focused Psychotherapy TFP was developed by Frank Yeomans, John Clarkin, and Otto Kernberg (Yeomans et al., 2015) and is associated with a new conceptual idea of identity formation and personality organization. The aim of treatment is to decrease the symptomatic burden and interpersonal problems in patients with BPD by changing patients' mental representations of others and self that underlies their behavior (Clarkin, Cain, & Lenzenweger, 2018) , to meaningfully improve functioning in the domains of work, studies and profession, and intimate relations (Yeomans et al., 2015) .
Clinical Concept
Personality organization is described as comprising three aspects of personality functioning: identity integration, level of defense mechanisms and degree of reality testing. Following Kernberg (1967) , Borderline personality organization is marked by identity diffusion, low level of defenses but mainly intact reality testing. Thereby, identity diffusion is considered central to the clinical understanding of BPD in TFP and is related to a lack of coherence in the individual's experience and understanding of both self and others. Furthermore, social signals are consistently misunderstood because the inner experience of a BPD patient is dominated by aggressive internalized object relations that are split from idealized ones. Thus, identity diffusion is associated with defensive strategies involving dissociation of conscious aspects of conflicting experiences (splitting). The lack of an integrated self is also seen as leading to internal distress and emptiness that lead to patients' attempts to relieve distress through impulsive acting out (Kernberg, 1967) . Kernberg's etiology follows the idea of object relation theory that early experiences of self and others are organized by splitting, meaning that positive and negative representations of self and other need to be gradually integrated to achieve normal functioning. In BPD, positive and negative representations of self and other remain separated/ disintegrated because negative representations contain traumatic affects that would possibly destroy positive representations.
Change Theory
The authors propose that TFP helps patients to establish an increased affect regulation achieved through the growing ability of the patient to psychologically reflect and integrate thoughts, emotions and behavior and to establish positive relationships with others (Kernberg, 2016) . This is achieved through a modification of personality structure by linking the dissociated parts of positive and negative representations that are enacted in the therapeutic relationship. The patient's partial representations are experienced in the therapeutic relationship that mirror splitting in the patient (transference). This can lead to a rapid change in the therapeutic relationship, e.g. an idealization of the therapist fol-lowed by a fear of being dominated or threatened, which is outside of the patient's awareness. The therapist describes these different states of the relationship and links this with the inner experience of the patient. This way an integration of the split off idealized and persecutory segments of experience can take place, i.e. identity diffusion can be resolved. By addressing the different split-off representations of self and other the therapist engages the patient in thinking and reflecting about their emotional responses and behavior and links this, moment by moment, to the experiences in the therapeutic relationship. This leads to a reflection in the here and now with another person and a growing awareness of how the perception of others is distorted by expectations derived from internal representations. Within this therapeutic process the patient's view of current interpersonal realities becomes more accurate.
Setting
TFP begins with a verbal contract that serves as a framework to discuss risks to a patient's life (suicidality, self-harm, drug abuse) as well as behavior that potentially limits or hinders the continuation of therapy (leaving a job, insurance, moving to another city). Furthermore, the contract aims at reducing any gains that the patient would take from their symptoms with regard to negative reinforcements. After having agreed on a common contract, two individual sessions weekly are carried out with weekly supervision. The average treatment duration is between two and three years.
Stance
The therapist takes a more active stance in comparison to classic psychoanalytic treatment by paying more attention to the external reality of the patient (e.g. breaking the contract, antisocial behavior) and selects priority themes that need to be addressed in every session in the material the patient is presenting. The stance is characterized by the "technical neutrality", focusing on the "here-and-now" as well as balancing between exploring and confronting the patient with incompatible views on the one hand and regulation of arousal on the other hand. Technical neutrality describes the general stance of continuously keeping the goal of therapy in mind with an attitude of objective inquiry, to clarify issues without being judgmental. Contradictions in the patient's perception or representations of self and others are observed at three levels: what the patient is saying, how the patient is acting (inside and outside session) as well as the counter-reactions and feelings of the therapist. The latter requires constant monitoring of what belongs to the patient, the therapist and/or their interaction.
confrontation and interpretation. Clarification means to thoroughly explore the patient's subjective experience with a special focus on contradictions or conflicts as well as affects in his/her perception of self and others. This intervention aims to promote mentalization of internal states (Yeomans, Levy, & Caligor, 2013) . Confrontations take the therapeutic work to the second level of actively pointing out discrepancies between the three channels of communication (verbal, non-verbal and counter-reactions of the therapist) (Zerbo, Cohen, Bielska, & Caligor, 2013) . Finally, interpretations aim to integrate contradictions by offering a hypothesis for a deeper understanding of the different self and other representations that dominate the patient's thinking and feeling in relationships. In the beginning and middle parts of the treatment, TFP recommends to avoid so-called genetic interpretations that link childhood experiences to current states of mind but stay in the hereand-now.
Time and Costs
Training comprises 34 weekly seminars over a duration of one year including supervision. This is followed by 6 months' home study and supervision. The cost of the training adds up to 3,000€ (TFP Institute Munich, Germany). Treatment costs for an individual patient may vary from country to country. Number, duration and frequency of therapeutic sessions may approximately range from a minimum of 180 hours (two weekly sessions for one year) to a maximum of 405 sessions (three sessions weekly for three years) based on data from trial therapies. A cost effectiveness study revealed average costs for TFP at about 46.000€ and concluded that SF was more cost-effective in comparison to TFP (van Asselt et al., 2008) . However, there is no time-limitation to TFP according to the manual, which makes cost calculation outside of research difficult.
Widening Scope (Disorders and Age Groups)
TFP started to provide an adapted and manualized psychoanalytic treatment for BPD, and there are further adaptions for the treatment of adolescents with Borderline features (TFP-Adolescence, Normandin, Ensink, Yeomans, & Kernberg, 2014; Adolescent Identity Treatment, Foelsch et al., 2014) and other personality disorders such as Narcissistic Personality Disorder. Furthermore, the treatment approach was adapted for implementation in an acute psychiatric setting (Zerbo et al., 2013) .
MBT is a manualized treatment protocol developed by Anthony Bateman and Peter Fonagy . The treatment is based on validating the emotional experience of patients within a significant therapeutic relationship and promotes several tech- niques that directly aim to stabilize or enhance mentalizing . Mentalization is the imaginative ability to interpret human behavior in terms of mental states (Fonagy, Gergely, Jurist, & Target, 2002) . Empirical research has shown that although social cognition is not necessarily impaired in BPD the construct of understanding others in emotionally intense relationships is highly impaired in BPD, which may underlie the core problems of these patients (Fonagy, Luyten, & Strathearn, 2011) . By promoting mentalizing, MBT addresses the interpersonal sensitivity in BPD.
Clinical Concept
Effective mentalizing is characterized by a genuine curiosity about mental states' underlying behavior, a flexibility in interpreting self and others as well as the knowledge that mentalizing is inaccurate most of the time and needs communication with others to clarify intentions more precisely. Furthermore, healthy mentalizing enables an individual to actively shift between different poles of mentalizing, e.g. self vs. others, integration of cognition and affect or implicit vs. explicit mentalizing. Patients with BPD are often overwhelmed by their emotions, make over-quick assumptions and focus on thinking about others with fears of abandonment and rejection. In MBT, the prototypical problems for working with patients with BPD are regarded as a sign of vulnerability in mentalizing that goes along with a high interpersonal sensitivity. An attachment threat leads to a breakdown in mentalizing, which leads to a failure of affect regulation and impulsive behavior. The vulnerability in mentalizing has been conceptualized as three different forms of inadequate mentalizing: teleological mode, psychic equivalence and pseudo-mentalizing. Teleological thinking overgeneralizes behavior as proof for internal states, whereas psychic equivalence generalizes from internal experience to the external reality. Pseudomentalizing creates mental theories without a connection between internal and external experience.
Change Theory
The proposed mechanism of change in MBT is to stabilize mentalizing in certain focus areas to create a psychic buffer between affect and behavior to foster affect regulation, reduce impulsivity and promote functional supportive relationships. This is reached by employing "contrary moves" to create more flexibility in using the different poles of mentalizing. If the patient is stuck in thinking about the self, the therapist will try to shift him or her towards thinking about others. If the patient is too certain about quickly made assumptions, the therapist will try to slow down and question the first assumption, etc. By sharing or disclosing the therapist's interpersonal experience with the patient from the beginning and throughout the process, the patient can find him/herself in the mind of the therapist and reflect on how the therapist is represented in the mind of the patient. Using constant empathic validation of the patient's affects and working slowly on cur-rent experiences with the therapist and other important others; the patient develops epistemic trust and is able to generalize helpful mentalizing experiences with the therapist to other relationships outside of therapy. Furthermore, by sharing a written case formulation, the patient learns about the therapist's idea of the patient's mentalizing failures and help him/her to establish more agency and responsibility for his/her behavior with regard to core symptoms e.g. self-harm, drug abuse.
Setting
MBT was initially developed as an inpatient treatment with a duration of 18 months and evolved to an intensive outpatient program that is now commonly limited to 12 months. MBT sets off with a diagnostic phase. In addition to standard diagnostic assessment, the clinician is assessing mentalizing problems and interpersonal triggers that are associated with the core problem behavior. This is written down in a case formulation that summarizes the clinician's current understanding of the patient's vulnerabilities and mentalizing problems all set in the context of current relationships and behavior. The case formulation is shared with the patient, serves as a focus for treatment, and is revised approx. every three months. In addition to the case formulation, a crisis plan is developed together with the patient entailing information which the patient finds helpful or hindering during breakdowns for him/herself, professionals and significant others. After the diagnostic phase the patient participates in a psycho-education group that teaches core elements of the treatment including an understanding of the BPD diagnosis. After 12 sessions the group changes its format to a MBT-group therapy focusing on elaborating perspectives from each group member. Parallel to the weekly group sessions patients have one weekly individual session.
Stance
Several aspects are essential for the MBT stance: being curious and enthusiastic for mental states, being authentic, empathic and validating as well as most importantly, taking a not-knowing stance. The latter is based on the modesty that no one can read minds and creates a less hierarchical relationship between therapist and patients. The therapist is not the expert for the patient's mind but rather takes an inquisitive stance to explore together with the patient what kind of thinking is helpful or unhelpful to have good relationships with others. Another focus is related to misunderstanding each other. Misunderstanding is considered as an opportunity to learn about perceptions, interpretations and experience. The therapist actively structures the session by focusing on topics related to the case formulation, management of arousal and monitoring the level of mentalizing.
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Key Interventions
Interventions start from the surface and work towards relational mentalizing of the therapeutic relationship if the current arousal and level of mentalizing allows. During times of high arousal it is recommended to intervene supportively by empathically validating the patient's subjective experience and addressing non-mentalizing by exploring affects, certainties, quick assumptions, and by challenging pseudo-mentalizing. The techniques are called "stop and stand" or "stop, rewind and explore" that slow down the processing of current experiences. Lower levels of arousal allow to start basic mentalizing around the focus of treatment such as triggers of strong affects and effect on behavior and others as well as linking different experiences to patterns of experience. Finally, exploring the current affect during the session (affect focus) and the relationship between therapist and patient are seen as crucial change mechanisms as this allows an understanding of interpersonal processes in the here-and-now. MBT deviates from classic psychoanalytic interpretations as this is regarded aversive for BPD patients. Thus, within the MBT framework it is recommended to contextualize affects and patterns of behavior in the hereand-now that should not be interpreted as a mere repetition of past relationships and experiences.
Time and Costs
Training comprises 5 days and four supervised cases with at least 24 sessions each and four sessions of supervision per case. Supervision and training add up to an overall cost of 1,600€ when following the requirements of the Anna-Freud-Centre in London but may vary country wise. Number, duration and frequency of MBT sessions based on one weekly group and one individual session ranges between 90 sessions in twelve months or 120 sessions in 18 months. MBT was originally developed as an inpatient treatment, which is more costly than the outpatient program. However, exact numbers have not been reported yet. A recent RCT in the Netherlands tested the efficacy between MBT outpatient and day-hospital, and reported a superiority in secondary outcomes for the more costly dayhospital treatment (Smits et al., 2019) . Cost-effectiveness data comparing both settings is not available yet.
Widening Scope (Disorders and Age Groups)
Meanwhile, programs have been developed for adolescents with BPD (MBT-A), parents with BPD (MBT-Lighthouse), Conduct Disorder, Antisocial Personality Disorder, Eating Disorders, families (MBT-F), children (MBT-C) and hard to reach clients (AMBIT) (for an overview: Bateman & Fonagy, 2019) .
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Efficacy of PD Treatments for BPD Efficacy of TFP
Three RCTs have demonstrated the efficacy of TFP. The first efficacy trial was conducted by Giesen-Bloo et al. (2006) , with outpatients (n = 88) comparing TFP with Schema-Focused Therapy (SFT) with 2 weekly sessions over a duration of 3 years. Using an intention-to-treat approach, statistically and clinically significant improvements were found for both treatments on all measures after 1-, 2-, and 3-year treatment periods. However, SFT patients had a lower risk for drop-out (RR = 0.52) and after 3 years of treatment, survival analyses demonstrated that significantly more SFT patients recovered or showed reliable clinical improvement. Robust analysis of covariance (ANCOVA) showed that they also improved more in general psychopathologic dysfunction and showed greater increases in quality of life. Arntz, Stupar-Rutenfrans, Bloo, van Dyck, and Spinhoven (2015) reanalyzed the Giessen-Bloo study and identified the following predictors for drop-out and reduced recovery: initial burden of dissociation, hostility and childhood physical abuse, whereby in-session dissociation (observer-report) was identified as a mediator. Another outpatient RCT with n = 90 patients was conducted by Clarkin, Levy, Lenzenweger, and Kernberg (2007) , who compared TFP (two individual weekly sessions) with DBT (weekly individual + group plus telephone consultation) and Dynamic Supportive Treatment (DST) (one individual weekly session) over a duration of 12 months. They found significant improvement for all three treatments on a number of outcomes: depression, anxiety, global functioning and social adjustment. No differences were found between the three different treatments; only TFP had a two times lower risk of drop-out (compare also Oud, Arntz, Hermens, Verhoef, & Kendall, 2018, for a summary). Thereby individual slopes differed with regard to within-patient effects. Individual growth curve analysis showed that DBT and TFP had significant change rates compared to DST on suicidality, whereas TFP and DST had significant change rates compared to DBT on anger and impulsivity. Furthermore, only TFP showed significant change rates in aggression (direct and verbal assault) and irritability. Doering et al. (2010) investigated the efficacy of a TFP treatment compared to community treatment by experts (CTBE) over one year in n = 104 female patients with BPD. In this trial, TFP showed superiority to CTBE with regard to reduced drop-out (38.5% v. 67.3%), suicide attempts, borderline symptomatology, increased psychosocial functioning, personality organization and psychiatric inpatient admissions. No differences between the two treatment conditions were observed for depression, anxiety and general psychopathology. However, self-harming behavior did not change in either group. In a further analysis of the same data by Fischer-Kern et al. (2015) significant improvements in reflective functioning was also found for the TFP vs. the TAU group with a medium between-group effect size (d = 0.45).
Efficacy of MBT
Four RCTs have investigated the efficacy of MBT in comparison to psychiatric services (Bateman & Fonagy, 1999) , structured clinical services including supportive psychotherapy (Bateman & Fonagy, 2009; Jørgensen et al., 2013) and in adolescents with non-suicidal self-injury (NSSI), who mainly fulfilled criteria for BPD (Rossouw & Fonagy, 2012) . MBT proved to be superior to TAU/ clinical management in NSSI, suicide attempts, psychiatric symptoms, and hospitalization (Bateman & Fonagy, 1999 , 2009 Rossouw & Fonagy, 2012) as well as core BPD symptoms (Bales et al., 2012; Rossouw & Fonagy, 2012) . One independent RCT confirmed positive effects for MBT in comparison to supportive therapy for general functioning, suggesting that MBT may address core problems in BPD beyond NSSI and suicidality (Jørgensen et al., 2013) . MBT is the only treatment for which superiority to clinical management was demonstrated in all primary outcome variables as well as achieving significantly higher levels of employment or academic/occupation training eight years after admission (Bateman & Fonagy, 2008 ). Findings also demonstrate that MBT shows superiority over TAU for interpersonal problems and general functioning (Stoffers et al., 2012) . In sum, MBT has demonstrated reliable improvements for psychiatric symptoms. A mediator analysis in an adolescent trial demonstrated that two changing variables were partially explaining differences in outcome between control and intervention group. These variables were changes in mentalizing and attachment avoidance, which were specific to the MBT effects (Rossouw & Fonagy, 2012) . In a recent naturalistic study with a sample of 175 patients with BPD treated in an inpatient setting, changes of mentalizing operationalized with the Reflective Functioning Questionnaire Uncertainty Scale (RFQ) were significantly associated with changes in outcome (r = .89) (De Meulemeester, Vansteelandt, Luyten, & Lowyck, 2018) . This can be regarded as first evidence for a proposed specific change mechanism, i.e. changes in mentalizing mediate symptom improvement in BPD.
Reviews and Meta-Analyses
Seven systematic reviews on the general efficacy of psychological therapies for BPD (Brazier et al., 2006; Cristea et al., 2017; Juanmartí & Lizeretti, 2017; Leichsenring et al., 2011; Oud et al., 2018; Stoffers et al., 2012) and therapy retention have been conducted, respectively (Barnicot, Katsakou, Marougka, & Priebe, 2011) . The Cochrane review (Stoffers et al., 2012) lists several approaches as 'probably effective' in treating BPD. Among those treatment approaches, MBT is the most frequently investigated after DBT. The authors recommend to conduct future trials with more than one psychological treatment and to include quality of life and preference measures across different programs. In a recent meta-analysis investigating RCTs on psychotherapy efficacy in reducing suicidal attempts and NSSI (Calati & Courtet, 2016) , efficacy was established only for MBT compared to DBT, CBT, Cognitive Therapy and Interpersonal Psychotherapy. How-ever, results were based on the inclusion of only two MBT RCTs. In an updated metaanalysis, Cristea et al. (2017) with k = 33 studies (n = 2,256 patients) conclude that only DBT and psychodynamic approaches were more effective than control interventions, however risk of bias was a significant moderator and publication bias was persistent particularly at follow-up. McLaughlin, Barkowski, Burlingame, Strauss, and Rosendahl (2019) investigate in k = 24 RCTs with over n = 1,500 patients the efficacy of group psychotherapy for BPD and find that group psychotherapy has a large effect on the reduction of BPD symptoms and a moderate effect on suicidality/ parasuicidal symptoms. While the largest numbers of studies available have investigated DBT, theoretical orientation of treatment was not a significant moderator for BPD symptoms in this meta-analysis. McLaughlin et al. (2019) conclude that dismantling studies, investigating the effect of various treatment components are promising. Leichsenring et al. (2011) and the Cochrane review (Stoffers et al., 2012) criticize the low study quality across BPD trials due to researcher allegiance, attention bias and small samples. They conclude that there is a strong need for confirmatory trials with high study quality and sufficient sample sizes. Oud et al. (2018) summarize in their review and meta-analysis RCTs on DBT, MBT, TFP and ST to compare specialized therapies for BPDs with non-specialized treatments. When pooling comparison data from specialized treatments vs. community treatment by experts, they demonstrate that specialized psychodynamic treatments like MBT or TFP are superior to non-specialized psychodynamic treatment with regard to overall BPD severity and drop-out. With regard to self-injury TFP showed no superiority and with regard to suicidality both DBT and TFP were no better than community expert therapists. However, these results have to be interpreted cautiously as they are based on three trials only.
Similarities and Differences Between MBT and TFP
Both treatment approaches are regarded as evidence-based and are gathering further proof in ongoing trials. So far, mechanisms of change have not been empirically established; however, this is, unfortunately, currently the case for all psychotherapies. As no study has directly compared TFP and MBT so far, it is unclear if one is more effective than the other or more suited for BPD and respective subgroups. Thus, a differential indication for the treatment of patients with BPD cannot be made based on empirical findings. There is no evidence that allows to choose which psychotherapy may be the most appropriate for which patient profile (Fonagy, Luyten, & Bateman, 2017) . Aside from BPD, the widening scope of treating other personality disorders reveals recommendations for treating patients with internalizing personality disorders with TFP (e.g. Narcissistic PD) (Kernberg, 2016) and patients with externalizing personality disorders with MBT (e.g. ASPD) (Bateman, O'Connell, Lorenzini, Gardner, & Fonagy, 2016) .
TFP and MBT are based on different clinical and theories of change. TFP is more stringently rooted in classic psychoanalytic theory and jargon, while MBT created a new conceptual framework by bridging several theoretical underpinnings from psychoanalysis, attachment theory and general developmental psychology. Differences can also be found with regard to the setting: while TFP deviates from classic psychoanalysis only by not using the couch and reducing the weekly frequency to one to two hours, MBT has integrated psycho-education and group therapy which may create less pressure or intensity. However, the dyadic therapeutic work itself appears quite similar even though both approaches use different terminology for their interventions. Especially, clarification and confrontation in TFP are very close to exploration, clarification and challenge in MBT. Furthermore, establishing a contract and crisis plan at the beginning of therapy, working in the here-and-now, using the therapeutic relationship as a training ground and monitoring the therapist's counter-reaction is required in both therapies.
Major differences can be found in the general therapeutic stance that each approach is advocating. A TFP therapist is asked to remain in technical neutrality (not taking a stance towards or against any content discussed). On the contrary, the MBT therapist is asked to be enthusiastic and praising for mentalizing as well as disclosing his/her emotions if this is regarded as helpful to create a mentalizing process. While TFP is deploying a content-focused approach taking an interpretative expressive therapeutic stance, MBT focuses on the process of thinking about mental states based on a supportive therapeutic stance. Yet again, there is also a considerable overlap: Interestingly, TFP also increases mentalizing (Fischer-Kern et al., 2015; Levy et al., 2006) , which may be evidence that the core therapeutic work of clarification and confrontation and maybe also interpretation creates robust mentalizing. As mechanism of change studies in MBT reveal that increasing reflective thinking is indeed mediating symptomatic improvement in BPD, this could also be interpreted as a common change factor across treatments in BPD (Goodman, 2013) . Hence, it would be worth investigating these specific differences and similarities in process research as well as within non-inferiority trials to test the efficacy.
Dissemination of MBT and TFP is a major challenge as many psychodynamic therapists are skeptical towards disorder-specific treatment and variations from a highly individualized and transdiagnostic approach that is typical for psychodynamic therapies (Gonzalez-Torres, 2018). Furthermore, accredited supervisors and trainers are still scarce for both TFP and MBT, and this significantly hinders the international dissemination of training programs. However, considering the substantial burden of these patients, their need for adequate treatment and the substantial evidence supporting the efficacy of these treatments, advancing dissemination of treatment and empirical knowledge seems to be a worthwhile future investigation.
